Objective. To examine the relative influence of hospital and skilled nursing facilities (SNFs) on 30-day rehospitalization. Data Sources/Settings. Elderly Medicare beneficiaries newly admitted to a SNF following hospitalization. Study Design. We ranked hospitals and SNFs into quartiles based on previous years' adjusted rehospitalization rates (ARRs) and examined how rehospitalizations from a given hospital vary depending upon the admitting SNF ARR quartile. We examined whether the availability of SNFs with low rehospitalization rates influenced hospitals' SNF readmission rates and whether changes in a hospital's ARR over 3 years is associated with changes in the SNFs to which they discharge. Principal Findings. Hospital readmission rates from SNFs varied 5 percentage points between patients discharged to SNFs in the lowest and the highest rehospitalization quartiles. Low rehospitalization rate hospitals sent a larger fraction of their patients to the lowest rehospitalization SNFs available in the area. A 10 percent increase in hospital's share of discharges to the lowest rehospitalization quartile SNFs is associated with a 1 percentage point reduction in hospital's ARR. Conclusions. The SNF rehospitalization rate has greater influence on patients' risk of rehospitalization than the discharging hospital. Identifying high-performing SNFs may be a powerful strategy for hospitals to reduce rehospitalizations.
readmission penalties were announced with the Affordable Care Act (ACA) in 2010, and hospitals were financially liable for excess readmissions beginning in 2012. Over this period, considerable progress has been made in developing and testing interventions designed to reduce rehospitalizations (Hansen et al. 2011) . Effective programs include restructuring the predischarge planning process ( Jack et al. 2009 ), enhancing patient/family education via coaching following discharge (Coleman et al. 2006) , and postdischarge care coordination and management (Naylor et al. 1999) . However, most of these and other interventions have focused on community discharges, smooth care plan transition to the primary care provider, and timely referral and visitation of home health services.
Over 20 percent of all Medicare beneficiaries are discharged to a skilled nursing facility (SNF; MedPAC 2015) , and rehospitalizations of patients discharged to SNFs are higher than that associated with other discharge destinations (Mor et al. 2010) . Prior literature reveals that both the discharging hospital and the patient play an important role in SNF choice decision (Rahman et al. 2014b; Rahman and Foster 2015) . While some hospitals and health systems have developed "preferred" networks of closely aligned and/or higher quality providers to address the higher risk of patients discharged to SNF (Maly et al. 2012; Lage et al. 2015) , most hospitals still adhere to the regulatory mandate requiring patient choice in discharge to a postacute provider. Regarding SNF care, hospitals have a multitude of choices; the median hospital sends about 32 percent of its discharges to the most frequently used SNF and about 90 percent of its discharges to the 10 most frequently used SNFs (Rahman et al. 2013a; Schoenfeld et al. 2016) . Most patients, though, when discharged to a SNF, show preference to a facility close to their home. Unfortunately, if a patient's preferred SNF is low quality, the patient may be at risk for readmission or other adverse outcomes Rahman et al. 2014a ). Furthermore, with the advent of readmission penalties, the choices that patients make can have adverse effects on hospitals' finances.
Finally, currently available nursing home compare measures are only weakly correlated with hospital readmission rates (Neuman, Wirtalla, and Werner 2014) .
The role of SNF's contribution to hospitals' rate of rehospitalization has not been systematically explored. This paper examines whether the likelihood of rehospitalization of an SNF-bound patient is more affected by the prior rehospitalization pattern of the admitting SNF than it is by the prior rehospitalization rate of the discharging hospital. If the degree of variation in rehospitalization from SNF depends more upon which SNF a patient enters than which hospital discharges the patient, hospitals and patients may need to choose more wisely where they receive postacute care.
METHODS

Data Sources
We merged data covering the period of 2009-2011 from four sources: (1) the Medicare Standard Analytic File including all claims for Medicare fee-forservice (FFS) enrollees related to inpatient, SNF care, home health, outpatient and hospice services containing service dates, up to 25 ICD-9 codes, special treatments, and diagnosis-related groups (DRGs); (2) the Medicare enrollment file identifying individuals enrolled in Medicare in a given year, including demographic data, survival status, residential zip code, and program eligibility information for Parts A, B, and D, Medicare Advantage (managed care), and Medicaid; (3) SNF characteristics were obtained from the Online Survey Certification and Reporting System (OSCAR); and (4) hospital characteristics were obtained from the 2007 American Hospital Association survey.
Study Population
We include Medicare FFS patients aged 65 and older who had a hospitalization between 2009 and 2011 and were discharged to a SNF for postacute care no more than 3 days following hospital discharge. Managed Care patients were excluded due to the absence of hospital claims and because incentives vary substantially across plans. Medicare beneficiaries with age less than 65 years enrolled in Medicare because of disability and were excluded to reduce heterogeneities across patients.
We used data for 2009 and 2010 to calculate prior rehospitalization rates and used 2011 data to perform our main analysis, estimating the association of hospitals' and SNFs' prior rehospitalization rates on individual patients' hospital readmission. Rehospitalization rates for hospitals and SNFs with low numbers of admissions are highly volatile from year to year, so to ensure stable facility-level rehospitalization rates, we restricted our study to the 3,221 general hospitals with at least 80 discharges and the 12,390 SNFs with at least 40 admissions in 2009-2010. The difference in thresholds reflects the fact that an average general hospital sends patients to multiple nursing homes and has around twice as many beds as the average SNF. From these facilities, a total of 2,745,751 patients were used to calculate hospitals' and SNFs' rehospitalization rates for 2009-2010. Our main analyses were performed on 946,822 FFS community-based Medicare beneficiaries newly discharged from hospital to SNF in 2011. We excluded individuals with any nursing home stay in the year before the hospital discharge because having been a nursing home resident before influences SNF choice.
Variables
Our outcome variable is 30-day rehospitalization defined as any acute hospitalization within 30 days of the index hospital discharge.
Our main explanatory variables are prior risk-adjusted 30-day rehospitalization rate for SNFs and hospitals calculated based on 2009-2010 data. We ranked hospitals and SNFs based on their rehospitalization rates over the prior 2 years for two reasons: first, a patient's SNF or hospital choice might be based on recently reported data as is the case with Nursing Home and Hospital Compare, and second, ranking based on current rates contributes to both outcome and the explanatory variable and generates reverse causality.
Case mix adjustment variables include demographics (age, sex, race) from the Medicare enrollment file and clinical characteristics, including Elixhauser (Elixhauser et al. 1998 ) and Deyo (Deyo, Cherkin, and Ciol 1992) comorbidity indices, hospital length of stay, any ICU use during the hospital stay, and DRGs from the index hospitalization claim. As the objective of this paper was to assess the occurrence of rehospitalization relative to patients' risk of rehospitalization at discharge, we used risk adjustors from the baseline hospitalization claims. While most of the literature considers the Elixhauser and Deyo indices as alternative approaches to controlling for morbidity and other adverse outcome risks, they are not perfectly collinear. Indeed, several prior studies published in HSR (Rahman, Zinn, and Mor 2013; found a strong association between hospital readmission and both indexes while both were present in the models simultaneously. We included both of them because our objective was to maximize the predictive ability of our risk adjustment model.
We use several hospital and nursing home characteristics to compare facilities with different rehospitalization rates. Hospital characteristics include size (number of beds), HRR region, and total number of full-time physicians and registered nurses per bed. The HRR represents the concentration of facilities caring for a population of Medicare patients in a region and thus would better represent the competitive environment regarding SNF availability and patient discharge patterns versus an urban/rural scale for the provider location.
Skilled nursing facility characteristics include location, bed size, share of Medicaid residents, membership in a chain, ownership status Hirth et al. 2013) , hospital affiliation (Rahman, Zinn, and Mor 2013) , and the availability of physician extender and nurse staffing ratios (Harrington et al. 2000; Schnelle et al. 2004; Castle 2008; Castle and Anderson 2011; Hyer et al. 2011 ).
Statistical Analysis
We are interested in the influence of hospitals and SNFs on the 30-day rehospitalization risk for patients discharged to SNF. In general, this will reflect care provided in the hospital, care provided in the SNF, and any care provided after SNF discharge (if less than 30 days posthospital discharge). As we want to understand the relative hospital and SNF influence and not how various aspects of hospital or SNF quality translate into rehospitalizations, we focus on the relationship between risk-adjusted variation in hospital and SNF rehospitalization rates.
Given our main objective, our statistical analysis has two key steps. First, using 2009-2010 data, we calculated 30-day adjusted rehospitalization rates (ARR) for each hospital and SNF, referred to as prior ARR. Second, we examined the relative influence of hospitals and SNFs on the rehospitalization of new SNF discharges in 2011 using the prior ARR of hospitals and SNFs as a proxy for quality of care.
As shown below, the ARR of a facility f (hospital or SNF) is calculated as the ratio of the observed rehospitalization rate to the predicted rehospitalization rate, multiplied by the national mean 30-day rehospitalization rate. The predicted number of rehospitalizations was calculated using a patient-level linear probability model with DRG and regional fixed effects:
Here, Rehosp ihr indicates whether individual i discharged from hospital h in hospital referral region r was rehospitalized within 30 days. X i are patients' demographic and clinical characteristics. h DRG are patient's DRG fixed effects. c r are hospital's referral region fixed effects that account for regional variation of rehospitalization rates and ensure that each HRR has hospitals and SNFs with high and low ARR relative to that region's average rehospitalization rate. Following prior studies on 30-day rehospitalization (Rahman et al. 2013a; Thomas et al. 2014) , we estimated this equation as a linear probability model. Given the size of the dataset and the use of two groups of fixed effects, estimation of fixed effect logit or probit model becomes computationally intensive and intractable.
To calculate the prior ARR for hospitals and SNFs, we aggregated the 2009-2010 actual number of rehospitalizations and the predicted number of rehospitalizations from our linear probabilistic regression model to our desired facility unit of analysis (hospital and SNF). As an individual facilitylevel analysis would include a multitude of SNF-hospital pairs for each hospital and we are interested in the broader trend of relative facility influence on rehospitalization rate, we grouped hospitals and SNFs into quartiles based upon their 2009-2010 ARR. Facility/patient characteristics were reported for hospitals and SNFs in each ARR quartile.
The relative influence of hospitals and SNFs on 30-day ARR was examined comparing the variation in rehospitalization among 2011 patients discharged from a given hospital across admitting SNFs with different ARR rankings based on earlier years. For each hospital, we calculated the 2011 ARR from each SNFs where patients were discharged (i.e., ARR of each hospital-SNF pair with at least one discharge). To assess whether the ARR for patients discharged from a hospital varied with respect to the ARR of the SNF, we plotted the mean 2011 ARRs and the associated 95 percent confidence intervals for hospitals in different prior ARR quartile, separately for SNFs with different prior ARR quartiles. The means and confidence intervals were calculated using number of discharges in 2011 between hospital and SNF pair as weights.
We calculated partial R 2 statistics to determine whether hospital's or SNF's 2009-2010 ARR levels explain more variation in 30-day rehospitalization in 2011. To calculate the partial R 2 of hospital's prior ARR and SNF's prior ARR, we estimated equation (1) with three different specifications: (a) including dummy variables indicating SNF's prior ARR quartile, (b) including dummy variables indicating hospital's prior ARR quartile, and (c) including dummy variables for both hospital's and SNF's ARR quartile. The partial R 2 of hospital's prior ARR is calculated as one minus the ratio of the residual sum of squares from specification (a) and the residual sum of squares from specification (c). Similarly, the partial R 2 of SNF's prior ARR is one minus the ratio of the residual sum of squares from specification (b) and the residual sum of squares from specification (c). As a sensitivity analysis, we examined partial R 2 for relatively homogeneous subgroups of patients. As
SNFs may specialize in a particular type of patient, thus influencing the ARR of that SNF, we performed our analysis separately for patients with same primary diagnosis (knee replacement, acute myocardial infarction, congestive heart failure, and hip fracture). As Medicaid eligibility plays a key role in SNF selection (Rahman et al. 2014a,b) , we performed separate analysis for patients with and without Medicaid eligibility. Additionally, we included hospital length of stay as a risk adjustor to increase predictive ability of our statistical model. However, longer length of hospital stay may reflect complications due to poor care. In such a scenario, ARR for hospitals with relatively higher length of stay will be underestimated. To address this issue, we performed a separate analysis without length of hospital stay as a risk adjustor.
As bed availability has a direct influence on patient choice of SNF, we examined the availability of beds in SNFs with different ARRs that are geographically proximate to the discharging hospital. For simplicity, we defined the hospitals' choice set of SNFs, that is, the set of SNFs where they could have sent patients, as the nearest 15 SNFs from the hospital. We calculated the availability of SNFs in different ARR quartiles in each hospital's choice set in terms of the share of SNF beds in each SNF ARR quartile. We compared the availability of SNF beds in each SNF ARR quartile and the proportion of 2011 discharges to SNFs in ARR quartile 1 and quartile 4 from hospitals with different prior ARRs.
Finally, given the changing relationships between hospitals and SNFs, we exploited the panel nature of our data to examine whether a change in a hospital's rehospitalization rate is associated with a change in the SNFs to which its patients are discharged. Thus, we calculated the change in share of discharges to SNFs in different ARR quartiles between 2009-2010 and 2011 for each hospital. We then regressed within hospital, the change in the hospital's ARR onto changes in their share of discharges to SNFs in quartile 1, quartile 2, and quartile 3 (using the share of discharges to SNFs in quartile 4 as the reference group).
All analyses were performed using STATA version 14. The Brown University IRB approved this study as being exempt under Centers for Medicare/ Medicaid Data Use Agreement 18900.
RESULTS
We first calculated the ARR of hospitals and SNFs using prior 2009-2010 data. The estimated regression model that predicts the number of rehospitalizations revealed that the 30-day rehospitalization was positively associated with greater patient complexity as measured by hospital length of stay, Charlson/Deyo and Elixhauser indices, and DRGs regardless of HRR (see column 1 of Table S1 ). We also estimated the same regression model using newly admitted SNF patients in 2011 (column 2 of Table S1), which was used to predict likelihood of 30-day rehospitalization of these individuals. Table 1 Tables S2  and S3 .
Hospitals in different ARR quartiles are relatively evenly distributed across different U.S. regions and have similar numbers of physicians and RNs per bed (see Table S2 ). Hospitals in quartiles 1 and 4 are smaller in size than hospitals in quartile 2 and 3. SNFs in ARR quartile 4 have a higher share of Medicaid patients, are more likely to be for-profit, and are less likely to be hospital-based. No consistent patterns were observed with respect to staffing levels or occupancy rate.
The 2011 sent to SNFs in the highest SNF ARR quartile and comparably lower rehospitalization rates when their patients are sent to facilities in the lowest SNF ARR quartile. Table 2 presents the regression results testing the effect of hospitals' and SNFs' prior ARR quartile on the 30-day rehospitalization risk of patients discharged from hospital and admitted to SNFs in 2011, controlling for patient's clinical and demographic characteristics, hospitalization DRG fixed effects, hospitalization month fixed effects, and HRR fixed effects. Compared to patients admitted to a quartile 1 SNF, patients treated in quartile 4 SNFs are 4.2 percentage points more likely to be rehospitalized. On the other hand, compared to the patients in quartile 1 hospitals, patients treated in quartile 4 hospitals are 2.6 percentage points more likely to be rehospitalized. Estimating the model without SNF ARR quartile effects (Table 2, column 2) increases (Table 2 , column 1) is 0.0514, these partial R 2 imply that the historical SNF ARR explains 2.24 percent of the 30-day rehospitalization variation compared to just 0.73 percent of explained variation attributable to the historical hospitals' ARR. Partial R 2 analyses using patients with same primary diagnosis and Medicaid eligibility (see Table S6 ) show that historical ARR of SNFs consistently performs better in predicting hospital readmission than historical ARR of discharging hospital. presented in Table S4 . Comparing the two panels in Figure 2 , it is evident that hospitals with higher ARRs have relatively fewer low ARR SNFs in their choice set (downward sloping solid line in left panel) and more high ARR SNFs in their choice set (upward sloping solid line in right panel). Thus, the availability of low rehospitalization SNFs appears to influence hospitals' rehospitalization rate substantially (also see Table S5 ). Nonetheless, historically low rehospitalization hospitals discharged more patients in 2011 to low rehospitalization SNFs than the share that those quartile 1 SNFs had of the total number of SNF beds locally available to the hospital (left panel), and sent a smaller share of patients to quartile 4 SNFs than the bed availability in such SNFs (right panel). This implies that, although there exists an imbalance in terms of availability of low ARR SNFs for high ARR hospitals, there may be sufficient available excess capacity of SNFs in the best ARR quartile that the hospitals could use. Table 3 held constant (implying a decrease of 10 percent in the share of discharges to quartile 4 SNFs). A similar increase in the share of discharges to quartile 2 SNFs is associated with a decrease of hospital's ARR by 0.3 percentage points.
As the final sensitivity analysis, we examined the implications of length of hospital stay as a risk factor. We found that the Spearman's rank correlation coefficient between ARR for SNFs measured with and without length of hospital stay as a risk adjustor is 0.99, implying that they are roughly the same. The Spearman's rank correlation coefficient between ARRs for hospitals is 0.96, implying that hospitals' ARRs are relatively more affected by the exclusion of length of stay. Additionally, exclusion of hospital length of stay reduces the R 2 substantially from 0.0514 to 0.0476 (see Table S6 ). However, the relative influence of hospital and SNF ARR quartile dummies remained mostly the same (comparing column 1 and 9 of Table S6 ).
SUMMARY AND IMPLICATIONS
Since 2009, when rehospitalization rates began to be publicly reported to the passage of the ACA, which introduced penalties for hospitals with Note. Errors are clustered by HRR. ** implies statistically significant at 5% level; *** implies statistically significant at 1% level.
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HSR: Health Services Research 52:2 (April 2017) rehospitalization rates higher than expected, policy makers and hospital leaders have been focused on this measure that is increasingly considered the ultimate indicator of quality. While much attention has focused on discharges to the community, rehospitalization rates from SNF are higher and little is known about the relative influence of a patient's hospital and SNF choices on rehospitalization rates. This paper aimed to examine the relative influence of the discharging hospital and the admitting SNF on 30-day rehospitalization rates of new SNF admissions from hospital in 2011.
We ranked SNFs and hospitals by quartile based on prior years' adjusted 30-day rehospitalization rate and examined whether rehospitalization among patients from hospitals with a given ranking varies depending on the ranking of the SNF. We found that SNFs played a larger role in rehospitalization than hospitals. Regardless of the ranking of a hospital, the rehospitalization rate of patients admitted to SNFs in the highest rehospitalization quartile was 5 percentage points higher than those admitted to SNFs in the lowest rehospitalization quartile. While patients in high rehospitalization rate hospitals were 2.6 percentage points more likely to be rehospitalized than patients in the lowest quartile hospitals, the difference in the highest and lowest quartile SNFs was 4.2 percentage points. While the ability of our model to predict 30-day rehospitalization is only about 5 percent, the partial R 2 analysis suggest that variation attributable to SNF rehospitalization rate quartiles is three times higher than that attributable to historical hospital rehospitalizations rates. Furthermore, we found that hospitals with low rehospitalization rates discharged more of their patients to low rehospitalization SNFs than the availability of beds in those facilities in the area and that between 2009-2010 and 2011 , hospitals that increased their share of discharges to low rehospitalization SNFs experienced a reduction in their rehospitalization rate. These results suggest that there is a marginal benefit, in terms of reducing hospitals' rehospitalization rates, to referring patients to SNFs with low rehospitalization rates. The recent decline in the rehospitalization rate of fee-for-service Medicare beneficiaries has been attributed to the introduction of the Medicare rehospitalization penalty and its increasing bite (Daughtridge, Archibald, and Conway 2014) . However, many argue that factors out of the hospital's control such as market pressure, regional practice patterns, local poverty rates, and local community resources better explain variation in rehospitalization rates than do patients' clinical characteristics (Epstein, Jha, and Orav 2011; Herrin et al. 2014) . While this may be true, our study clearly demonstrates another source of variation that can be responsible for some of hospitals' rehospitalization rates-their pattern of discharges to SNFs, which could be better managed by the hospital.
The factors associated with rehospitalization from SNF are well documented, including having clinical staff in the SNF consistent with the acuity of the patients admitted (Ouslander et al. 2010; Grabowski et al. 2013; Rahman, Zinn, and Mor 2013) . Furthermore, recent evidence that hospital-based SNFs have lower rehospitalization rates and that hospitals that disproportionately discharge their SNF patients to a more select group of SNFs have lower rehospitalization rates suggests SNFs' organizational linkage to the referring hospital is a critical factor to consider (Rahman, Zinn, and Mor 2013; Rahman et al. 2013b) .
The literature on the impact of effective transition management strategies designed to reduce patients' return to hospital has focused on coaches and navigators helping patients and families adjust to community living with more complex medical regimens that accompany hospitalization (Naylor et al. 1999; Coleman et al. 2006; Jack et al. 2008) . Interventions designed to minimize failures of interorganizational transition between the hospital and SNF or to encourage discharges to higher quality postacute providers have received less attention. While some literature documents the importance of establishing preferred provider networks, there is little empirical evidence regarding the organizational agreements necessary to facilitate patient care transition management, rapid transmission of critical clinical information, clinical care pathways that span care settings, and even cross-coverage by hospitalists and postacute care specialists. These are areas where careful study of the relative effectiveness of certain care practices is necessary.
One challenge hospitals face in building a viable postacute network and differentially discharging patients to preferred providers is the federal requirement that patients be offered choice (Centers for Medicare and Medicaid Services 2014). Historically, this has been translated by discharge planners into offering patients and their families a list of SNF names, without guidance regarding quality. Patients, in the absence of clinical guidance, routinely select the SNF that is geographically closest to their home and neighborhood (Rahman et al. 2013b ), often resulting in poor patients entering SNFs of poorer quality that are located in poor neighborhoods (Rahman et al. 2014a,b) . Whether patients would be willing to go to a SNF that is further away, were the hospital to recommend it, is not known.
Hospitals are increasingly establishing formal postacute networks to which they attempt to refer their patients, although their willingness to do so in the face of considerable pressure to have patients and families make the choice (Luke 2014; Mor, Rahman, and McHugh 2015) . Accountable Care Organizations and providers participating in bundles are currently grappling with precisely this problem while building their own postacute provider networks (Lage et al. 2015) . Regardless, current practice that emphasizes patients' choice and often defaults to proximity rather than quality may need reengineering. If possible, choosing SNFs with a lower rehospitalization rate is both good for patients to avoid the trauma of needless transitions and for hospitals to potentially avoid a payment penalty.
Our study has a number of limitations. First, our approach necessarily assumes that patients with higher unobservable risk are not systematically selected into high ARR SNFs. While the risk adjustment methodology accounts for patient demographics and clinical risk, any risk adjustment is going to be inexact and there is likely unadjusted risk that biases results. For instance, an SNF could select lower risk patients based on meetings with patients and/or conversations with discharge planners to uncover unobserved risk factors, which could deem a patient at higher risk for readmission. We did perform several sensitivity analyses to understand the role of such unobservable risk. For example, we found that the expected rehospitalization rate varies more widely across hospitals in different ARR quartiles than SNFs in different ARR quartiles. Additionally, our results hold even if we restrict patients to the more homogeneous population (see Table S6 ). Finally, prior studies using similar risk adjustors to those we applied but which used causal inference methods to correct for selection bias did not find much influence of unobserved risk factors on SNF selection .
Second, we infer that hospitals have a choice regarding the SNF to which they refer their patients, but this may not always be true. We could not account for any real-time occupancy rate fluctuations among SNFs in a hospitals' choice set; those with low rehospitalization rates may have higher occupancy rates, although we do not observe this relationship in our data. Furthermore, given SNF location is the number-one determinant of patients' choice of SNF, they may not have equal access to all SNFs in the hospital's choice set.
Our analysis also ignores a hospital's decision to use other types of postacute care like home health or independent rehabilitation facilities. In markets with many long-term acute care hospitals (LTACHs) and inpatient rehabilitation facilities (IRFs), there may be different effects, particularly if we consider rehospitalization rates from SNF after patients have been discharged from IRFs or LTACHs. However, in those instances, determining accountability for the rehospitalization is much more ambiguous. Additionally, some rehospitalizations are planned and our analysis assumes that these planned rehospitalizations are randomly distributed across hospitals and SNFs.
Finally, our study represents discharge patterns that predate the hospital systems and postacute networks that are emerging across the country in response to various provisions of the ACA. While the study period of time is prior to readmission penalties, public reporting of readmission rates began in 2009 and the ACA, which announced the penalty, was signed into law in 2010. Unfortunately, documenting the different types of hospital systems and their postacute networks is beyond the scope of the current paper. Furthermore, we do not know if there are other risk arrangements between hospitals and insurers which could influence discharge patterns.
In summary, our study suggests that the admitting nursing home plays a larger role in patient's hospital readmission rate than does the discharging hospital. Sending patients to historically low rehospitalization SNFs is likely to improve patients' outcomes and reduce the likelihood of rehospitalization and Medicare penalties.
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